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Objective: Estimate predictive associations of marital status with social dysfunction in
schizophrenia patients.
Methods: 817 schizophrenia patients lived in the community of Dongguan, Guangdong
province, China, were investigated with the Social Disability Screening Schedule (SDSS)
during a three-month period (1.2010e3.2010). The demographic data were harvested. The
c2 test, t test, and fisher's exact were used for comparisons between groups, as appropriate.
Multinomial logistic regression (MLR) was used to analyze the predictive associations of
demographic variables to the grading of social dysfunctions.
Results: The study group consisted of male and female patients aged 16e59 years, 407 fe-
males, and 410 males with the mean age (40.7 ± 9.5) years. Analysis of the data revealed
significant differences in course of disease and marital status among patients (with and
without dysfunction). The married patient made a significant difference with divorced/
widowed patient in mildlyemoderately social dysfunction. There was a significant differ-
ence in married and never-married patient with mildly and profoundly social dysfunction.
Significant differences were noticed in the self care and occupational roles of the married
patient with that of the never-married.
Conclusion: This study confirmed that bad marital status is associated with higher odds of
social dysfunction among patients with schizophrenia living in the community. These
effects should be included in considerations of public health investments in preventing
and treating mental disorders.
Copyright © 2015, Chinese Nursing Association. Production and hosting by Elsevier
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Schizophrenia is a chronic, progressive, and potentially
debilitating mental illness that affects about 1% of the general
population. Schizophrenia patients often experience disrup-
tions at work, family, social activities, and in the overall
quality of life. Most of the disruptions are of social nature,
including the ability of individuals to meet societal defined
roles such as homemaker, worker, student, spouse, family
member or friend. Individuals' satisfaction with the ability to
meet these roles, ability to care for themselves, and the extent
of their leisure and recreational activities were often sub-
sumed under the topic of social functioning [1]. Social dys-
functions are often seen as an economic burden and a
challenge to the patient, family, health system, and society.
Studies from different populations confirm a high preva-
lence of social dysfunction in 50%e93.8% of community-
dwelling schizophrenic patients. Many factors such as nega-
tive symptoms, marital status, history of hospitalization,
course of the disease, and educational status contribute to
social dysfunction [2,3]. Among them, the marital status have
been identified as the most common influence factors asso-
ciated with psychiatric illness, such as schizophrenia, mood
disorder [4]. Marital status differences in patients with
schizophrenia have frequently been reported with respect to
different domains of social dysfunctions in-hospital. Patient
with goodmarital status still had shorter stay in-hospita1 and
better prognosis.While there is still a lack of study and insight
into community-dwelling schizophrenic patients.
The current study sought to achieve two goals: investigate
the current status of social functioning in community-
dwelling schizophrenic patients, who live among the general
population; and estimate the psychosocial influences of
marital status on social functioning. Our study is not only
useful to evaluate prognosis of schizophrenia but may also
accelerate the recovery of schizophrenia patients through
occupational and family therapists' effort.2. Methods
2.1. Subjects
This study encompassed the medical files of 817 schizo-
phrenia patients living in the Dongguan community, Guang-
dong Province, China. The participants received the treatment
in public out-patient clinics during a three-month period (Jan
2010eMarch 2010).
The inclusion criteria were as follows: (a) a diagnosis of
schizophrenia according to a structured interview based on
the 4th edition of the Diagnostic and Statistical Manual of
Mental Disorders [5]; (b) age between 15 and 59 years; and (c)
ability to understand and speak Chinese.
2.2. Measures
The Social Disability Screening Schedule (SDSS) used in this
study was a Chinese simplified version of the World Health
Organization's Disability Assessment Schedule. SDSS is areliable measure for assessing the disturbances in social
adjustment and behavior in persons withmental and physical
disorders by assessing 10 different aspects of social func-
tioning (WHO 1988) [6]. Each itemhas a series of rating ranging
from 0 to 2 points; the greater the score, the higher level of
dysfunction and worse outcome. The total score is 20 points.
The grading of social dysfunction is based on scoring of 10
items, be divided into four grades. Grade-1 (profound): “2” is
scored for three ormore items out of 10. Grade-2 (severe):“2” is
scored for two items out of 10. Grade-3 (moderate):“2” is
scored only for one item out of 10. Grade-4 (mild):“1” is scored
for two or more items out of 10.
2.3. Statistical analysis
Statistical analysis was performed using the Statistical Pack-
age for the Social Sciences (SPSS, version 19.0 (SPSS Inc.,
Chicago, IL, USA). The c2 test, Student's t test, and Fisher's
exact test were used to compare the groups. The p value of
<0.05 was considered significant. The multinomial logistic
regression was used for model nominal outcome variables on
grading of social dysfunction.3. Results
3.1. Patient demographics
The illiteracy rate among the participants was 4.41% (36/817).
The majority of the participants had secondary school edu-
cation (45.17%; 369/817), with 36.96% (302/817) of the partici-
pants with primary school, 1.59% (13/817) with junior high
school, 10.40% (85/817) with high schools, 0.98% (8/817) with
junior college, and 0.49% (4/817) with undergraduate degrees.
Females represented 49.82% (407/817), and men 50.18% (410/
817) of the participants. The mean age ± standard deviation
was 40.7 ± 9.5 yr. The marital status of participants includes
married 59.12% (483/817), divorced 6.85% (56/817), widowed
0.37% (3/817) and never-married 33.66% (275/817).
Social dysfunctions were reported in 82.50% (674/817) of
these patients. Of 674 patients the level of social dysfunction
was Grade-1 for 45.25% (305/674), Grade-2 for 13.80% (93/674),
Grade-3 for 15.58% (105/674), and Grade-4 for 25.37% (171/674).
The most common social dysfunction was inability to
perform jobs (80.29%). This was followed by inability to
perform social activities (78.21%), lack of responsibility
(77.97%), social withdrawal (76.87%), interest and concern to
the outside world (71.36%), inability to perform household
chores (67.80%), family functioning (65.60%), poor personal




Characteristics of the study population related to social
functioning are described in Table 1. The c2 test and one-way
analysis of variance to study the associated variables in social
functioning, revealed no significant differences in age, history
of hospitalization, gender, illiteracy, undergraduate,
Table 1 e Factors related to social functioning in patients with schizophrenia.





Course of disease (yr) 14.7 ± 8.4 13.7 ± 7.3 4.46 0.035a
Age (yr) 40.5 ± 9.5 41.3 ± 9.1 0.52 0.472
History of hospitalization 8.9 ± 4.7 0.4 ± 0.5 1.14 0.315
Gender (male/female) 338/336 72/71 0.00 0.965
Illiteracy (yes/no) 34/640 2/141 3.72 0.054
Undergraduate (yes/no) 3/671 1/142 0.538
Married (yes/no) 376/298 107/36 1.27 0.010a
Educational status 4.60 0.142
a p < 0.05.
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phrenia patients with and without dysfunction. The effect of
the course of the disease and marital status showed a signif-
icant difference (p < 0.05) between the schizophrenia patients
with and without dysfunction.
Divorced and widowed patients (n ¼ 59) had SDSS score of
9.15 ± 5.19, and showed a significant difference compared
with married patients (n ¼ 483), whose SDSS score was
6.81 ± 5.57 (F ¼ 9.414, p ¼ 0.002).
The discrepancy in SDSS scores between married and
never-married patients with social dysfunction are described
in Table 2. There was a significant difference (p < 0.05) in the
effect of the occupational roles and self-care between the two
groups.
3.2.2. Grading of social dysfunction
Multiple linear regression was used to evaluate the predictive
values of demographical variables on the grading of social
dysfunction. Both the educational status (p < 0.05) andmarital
status (p < 0.001) were the predictive values (see Table 3).
There was a significant difference (p < 0.05) between the
married and never-married patients with mild and profound
social dysfunction. The married schizophrenia participants
made a significant difference (p < 0.05) compared to either the
divorced or widowed patients with mildemoderate social
dysfunction.Table 2 e Effects of marital status on SDSS score.






SDSS total score 6.81 ± 5.57 8.07 ± 4.88 6.57 0.011a
Occupational role 0.74 ± 0.89 1.20 ± 0.93 4.90 0.027a
Social withdrawal 0.81 ± 0.76 1.01 ± 0.82 0.37 0.544
Social activities 0.80 ± 0.73 1.09 ± 0.78 0.53 0.465
Participation in
household activities
0.68 ± 0.78 0.96 ± 0.84 0.24 0.623
Family functioning 0.58 ± 0.75 0.87 ± 0.79 0.15 0.698
Self care 0.41 ± 0.65 0.55 ± 0.72 14.18 <0.001a
Interest and attention to
environment
0.98 ± 0.76 1.18 ± 0.75 2.04 0.154
Responsibility or plan 0.84 ± 0.81 1.18 ± 0.83 0.64 0.424
a p < 0.05; SD: Standard deviation; SDSS: Social disability screening
schedule.4. Discussion
4.1. Current situation
Our report determined that 17.50% of subjects had no
dysfunction, which is in agreement with the earlier reports
from other countries. As expected, the majority of the
schizophrenic population exhibited social dysfunction to
some degree. Our result is different from 24% in Wiersma's
study [7]. The majority of our participants (45.25%) exhibited
Grade-1 (profound) level of social dysfunction. The higher
morbidity of social dysfunction may be caused by the high
prevalence of schizophrenia with themore social pressures in
different time, or by the different sample size. It may also be
connected to the patchy mental health services for schizo-
phrenia in Dongguan community.4.2. Important variables
4.2.1. Variables associated with course of disease and marital
status
Variables such as age, gender, literacy, andmenopausal status
did not influence social functioning as our expected. While
our results are in contrast with previous studies [8]. Hospi-
talization history and educational status did not seem to have
an influence on the social functioning either. One explanation
is the difference in size, as well as the district from which
patients came were the reason for the variation.
As expected, marital status was the main determinant of
the level of social dysfunction. The proportion of married
patients without dysfunction was higher than that with
dysfunction. Hence, suggesting that the married patients may
have a better psychological adjustment and physical health
than those who are divorced or widowed or have never been
married. In other words, marriage is strongly correlated with
better outcome in schizophrenia patients.
4.2.2. Variables associated with the grading of social
dysfunction comprised of educational status and marital status
Our research showed that the social functioning outcome
discriminated between the groups of good and poor marital
status, as Thara found in 1997. We assume the married pa-
tients got the good marriage, and those patients who are
Table 3 e Multiple linear regression of demographical variables on the grading of social dysfunction
Model Unstandardized
coefficients
Standardized coefficients t p
B Std. Err. Beta
Intercept 4.394 0.370 11.878 0.000*
Age 0.008 0.006 0.063 1.377 0.169
Course of disease 0.006 0.007 0.041 0.925 0.355
Gender 0.032 0.097 0.013 0.327 0.744
Marital status 0.320 0.077 0.165 4.133 0.000*
History of hospitalization 0.017 0.018 0.036 0.922 0.357
Educational status 0.196 0.062 0.126 3.165 0.002*
*p < 0.05.
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marital status. There were significant differences between
married and never-married patients, especially among pa-
tients with mild and profound social dysfunction. Never-
married patients suffered from social dysfunction more often
and degenerated more rapidly. Therefore, they should receive
a more accentuate rehabilitation therapy immediately after
diagnosis to prevent progression of social dysfunction [9].
4.2.3. Variables associated with marital status comprised of
self-care and occupational roles
There was a significant difference on the effect of occupa-
tional role and self-care between the married and never-
married patients. It might have to do with the family sup-
port system. Married patients received necessary help from
their spouse, as well as relatives resulting in overall better
mental and physical health than never-married patients.
Consequently, the married patients were able to take care of
themselves and cope with occupational stress. The results
strongly suggest that a comprehensive, continuing rehabili-
tation of patients and their relatives is necessary for the
patient's success. The findings also suggest the need for
high-quality occupational therapy for the never-married
patients.
We can see it is the important thing for the married that
owes a relative happy and perfect marriage. Family therapy
should be used widely in schizophrenic patients' family in
China. While the consequences of marriage on mental health
may vary across the course of life [10], Additional research is
needed to determine the discussed implications.5. Conclusion
The examination of social functioning of patients with
schizophrenia is indeed aworthwhile endeavor. The results of
the disability assessment and SDSS have given a more in-
depth description of the needs and problems of the schizo-
phrenic patients who suffer from the social dysfunction.
Marriage is considered a health protecting factor, a pre-
dictive feature of social functioning. Poor marital status is
answer for the consequences of social dysfunction. Family
(especially the spouse) interventions and support can
contribute to the stability of the schizophrenic patients,
enabling them to function in the mainstream society and
improve the quality-of-life.The majority of our participants were married. Conse-
quently, our goal was to determine how to take advantage of
marriage to further improve the quality of life for this group of
patients. Those patients who have not been married, or are
divorced or widowed require additional continuing care and
psychological support from medical staff and family to ach-
ieve the quality of life as in the married patients. Appropriate
intervention efforts are necessary to help patients avoid social
dysfunction, when and how to perform need to be studied in
future.r e f e r e n c e s
[1] Mueser Kim Tornvall, Tarrier Nicholas. Handbook of
social functioning in schizophrenia. Boston:Allyn & Boston;
1998.
[2] Goreishizadeh MA, Mohagheghi A, Farhang, Alizadeh L.
Psychosocial disabilities in patients with schizophrenia. Iran
J Publ Health 2012;41(5):116e21.
[3] Irani Farzin, Seligman Sarah, Kamath Vidyulata,
Kohler Christian, Gur Ruben C. A meta-analysis of emotion
perception and functional outcomes in schizophrenia.
Schizophr Res 2012;137(1e3):203e11.
[4] Nakamura Hirofumi, Watanabe Naoko, Matsushima Eisuke.
Structural equation model of factors related to quality of life
for community-dwelling schizophrenic patients in Japan. Int
J Ment Health Syst 2014;8:32.
[5] Diagnostic and statistical manual of mental disorders. 4th
ed. Washington, DC: American Psychiatric Association; 2000.
Text Revision (DSM-IV-TR).
[6] World Health Organization. WHO psychiatric disability
assessment schedule (WHO/SDS). Geneva: WHO; 1988.
[7] Wiersma K, Ganev K, Harrison G, van der Heiden W.
Nienhuis FJ.Social disability inschizophrenia: its
development and prediction over 15 years in incidence
cohorts in six European centers. Psychol Med
2000;30(5):1155e67.
[8] Li Qingjin, Huang Xuanyin, Wen Hong, Liang Xiaoqiong,
Lei Lei, Wu Junlin. Retrospective analysis of treatment
effectiveness among patients in Mianyang municipality
enrolled in the national community management program
for schizophrenia. Shanghai Arch Psychiatry
2012;24(3):131e9.
[9] Fuller-Thomson E, Schrumm Meghan. Migraine and despair:
factors associated with depression and suicidal ideation
among Canadian migraineurs in a population-based study.
Depress Res Treat 2013;2013:401487.
[10] Uecker Jeremy E. Marriage and mental health among young
adults. J Health Soc Behav 2012;53(1):67e83.
